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Introduction
Individuals diagnosed with an eating disorder are often undecided towards recovery and change (Vitousek, Watson & Wilson, 1998) . Dropout rates from treatment for these individuals are relatively high, with research indicating that between 29% and 73% of patients drop out of outpatient treatment prior to completion (Fassino, Pierò, Tomba & Abbate-Daga, 2009) . Studies looking at dropout rates from specific therapies have found that 22.9% of patients with anorexia nervosa (AN) and 40.6% of bulimia nervosa (BN) drop out from outpatient cognitive-behavioural therapy (CBT) (Schnicker, Hiller & Legenbauer, 2013) . This is more than double when compared to patients with other psychiatric disorders (Watson, Fursland & Byrne, 2013) .
The issue of premature termination of treatment (or lack of engagement with services) is an important focus of present research and of clinical importance in eating disorders, as failure to attend outpatient appointments is not only costly to health services (Sharp & Hamilton, 2001 ) but can result in delays to appropriate treatments and an exacerbation of symptoms. This has prompted services to adopt various strategies to increase engagement and attendance (Leavey, Vallianatou, Johnson-Sabine, Rae & Gunputh, 2011) .
For patients suffering from an eating disorder it appears that knowledge of their condition and their therapy positively correlates with engagement and attendance of therapy (Leavey et al., 2011) .
Psycho-education has been found to benefit patients when used in conjunction with professional help particularly for patients in the bulimic spectrum (Le Grange, 1998; Perkins, Schmidt & Williams, 2006; Pettersen & Rosenvinge, 2002; Rorty, Yager & Rossotto, 1993; Rosenvinge & Klusmeier, 2000 , Wilson, Vitousek & Loeb, 2000 .
As lack of motivation for recovery is a specific feature of patients with eating disorders, particularly for those with anorexia nervosa (Blake, Turnball & Treasure, 1997) , motivational interviewing techniques (Miller & Rollnick,1991) have also been found to be beneficial in increasing engagement of eating disorder patients (Cassin, von Ranson, Heng, Brar & Wojtowicz, 2008; Feld, Woodside, Kaplan, Olmsted & Carter, 2001; Gowers & Smyth, 2004 Mahon, 2000 and reducing compensatory behaviour ( Dunn et al. 2006) .
With the aim of combining the psycho-education and the motivational techniques, Leicestershire Adult Eating Disorders Service (LAEDS) developed a motivation and psycho-education (MOPED) selfhelp manual with structured activities (that aimed to record completion, self-reflection and learning) in order to reduce therapy non-attendance when patients were placed on a waiting list for treatment. MOPED was developed for all types of eating disorders and it was therefore unclear if all diagnostic groups presenting to the service would benefit in the same way from its use.
The primary aim of this study was to evaluate MOPED by comparing engagement and completion of therapy rates between patients who were offered and completed MOPED whilst on the waiting list and those who were offered treatment as usual (TAU) (being placed on the waiting list, with no MOPED but offered informative leaflets specific to their condition). It was hypothesised that the MOPED group would have a better rate of engagement and completion of treatment when compared to the TAU. The secondary aim was to examine the primary aim according to diagnostic groups (anorexic spectrum and bulimic spectrum).
Method
Setting LAEDS, part of the UK National Health Service (NHS), offers assessment and treatment to patients, over the age of 18 years, who have been referred primarily by primary care, with symptoms of an eating disorder. The service covers a population of approximately 1 million. Patients are assessed over two appointments using the Clinical Eating Disorders Rating Instrument (CEDRI) (Palmer et al., 1987) by an experienced senior clinician. The service offers several models of therapy including, short term Interpersonal Psychotherapy for Bulimia Nervosa-modified version (IPT BNm; Whight et al.,2012) , and Cognitive Behavioural Therapy-enhanced (CBT-e, Fairburn, 2008) . Longer term interventions include Psychodynamically informed Psychotherapy for AN (approx. 40 sessions) and 40 session of CBT for anorexia nervosa (Pike, Carter & Olmsted, 2004) . Average waiting time for therapy within the service was 14.5 weeks (5.9 weeks for patients with AN and 10.5 weeks for those BN). Waiting time variation between groups was due to the number of therapists available and the clinical needs of patients.
The intervention
Motivational and psycho educational package for people with eating disorders (MOPED; Cashmore, Cousins & Arcelus, 2011) MOPED is a workbook with text and guided activities that are written for individuals with eating disorders. What makes MOPED different to other psycho-educational workbooks is the motivational interviewing style used throughout. All the activities have been developed in order to increase motivation whilst providing psycho-education. The aim is first to help the patient to decide whether he/she wants to change, and by doing so motivate the patient to accept help. Only then will the reader be shown how to start addressing behaviours such as dietary restriction, binges, self-induce vomiting or compulsive exercise. (A copy of MOPED booklet is available upon request from the authors).
MOPED is supplied by the clinician at the end of the patient's assessment. The expectation is that the patient will then work through the sections of the booklet at home and return for a one to one, 45 minute follow up appointment with their assessor three weeks after their initial assessment appointments are completed and before therapy begins. During this appointment the patient will discuss the homework tasks they have completed from the booklet and any thoughts or difficulties they experienced whilst completing them. A similar 45 minute follow up appointment is also organised for those patients who are not offered MOPED . Discussions about progress and difficulties since they were last seen would take place.
Participants
The experimental group consisted of 79 female patients who received MOPED following assessment and were placed on the waiting list for therapy during the study period (June 2012 to March 2014).
Male patients were not included into the study due to the small numbers (n=4).This group was compared to 79 matched (by diagnosis) patients selected in reverse chronological order from the pool of patients assessed and placed on the waiting list for therapy at the same service before MOPED was developed (April 2009 -March 2012 . Both groups of patients were assessed by the same clinicians using the Clinical Eating Disorders Rating Instrument (CEDRI) (Palmer et al., 1987) .
Tools
Clinical Eating Disorders Rating Instrument (CEDRI) (Palmer et al., 1987) : This is a semi-structured investigator based interview that measures eating-related behaviours and attitudes in accordance with DSM-IV criteria. The tool has been shown to have good reliability and validity (Palmer et al., 1996) .
Eating Disorder Examination Questionnaire (EDE-Q; Fairburn & Cooper, 1993; Fairburn & Beglin, 2008) . Severity of eating disorder psychopathology was measured using the EDE-Q. This is a 28 items self-report measure derived from the EDE (Fairburn & Cooper, 1993) . The EDE-Q focuses on the past 28 days and measures core elements of eating disorder psychopathology. It provides 4 subscale scores, restraint, weight concern, eating concern and shape concern. A global score is also obtained.
A high score indicates greater level of eating disorder psychopathology. The EDE-Q has good reliability and internal consistency (Luce & Crowther, 1999; Peterson et al., 2007) . This EDE-Q was completed by patients prior to their first assessment appointment and utilised clinically in conjunction with the CEDRI during the assessment process.
Procedure
For the MOPED and non-MOPED groups, demographic information, number of assessment appointments, waiting time for assessment, type of therapy undertaken and number of previous referrals were recorded.
To ensure the groups as a whole were representative of patients with clinical eating disorders their EDE-Q scores were compared to clinical normative data (Brewin, Baggott, Dugard & Arcelus, 2014) .
Average sub-scale scores for both groups were within one standard deviation of the norms reported.
Statistical Analysis
Statistical analysis was conducted in SPSS 21. The primary outcome of interest was the percentage of patients assessed who attended therapy following waiting list and the percentage of patients who completed the agreed number of treatment sessions once they attended the first therapy session.
Patients who were in therapy at the time of analysis were excluded from calculation of completion rates.
Differences in the characteristics of the two groups were compared using Pearson Chi square tests (e.g., ethnicity, occupation, and living situation) and t-tests (age, BMI). Non parametric equivalents were used to assess differences between groups on eating psychopathology and behaviours (as 
Results
Socio-demographic characteristics and eating disorders psychopathology.
No significant difference was found between the MOPED and non-MOPED group on demographic details (see Table 1 ) with the exception of occupational status. The MOPED group contained more students and less unemployed or inactive patients. When comparing eating disorders psychopathology using the EDE-Q, no statistically significant differences were found between the groups (see Table 1 ).
Introduce table 1 around here Engagement and Completion Rates
The engagement rate of 83.5% for the MOPED group was significantly higher than the non-MOPED group at 67.1%. More than three quarters of the patients in the MOPED group who were offered therapy, started it. Of these, 10 were still in therapy at time of analysis and were thus excluded, leaving 56 patients used in the analysis Within the non-MOPED group 53 (67.1 %) patients started therapy, of these 1 was still in therapy at time of analysis and as such was excluded from subsequent analysis, leaving 52 patients. These remaining groups were compared on diagnosis and severity (as measured by the EDE-Q) and no significant differences were found. No significant difference was found in completion rates for the MOPED group compared to the non-MOPED group. (See Table 2 ).
Diagnostic Groups
No significant difference was found in the BN spectrum patients for either engagement or completion of therapy rates when comparing MOPED with non-MOPED groups. When the AN spectrum patients were looked at in isolation, engagement rate was found to be significantly higher in the MOPED group in comparison to the control group. Completion rates were also significantly higher in the MOPED group than the non-MOPED group. (See Table 2 ).
Introduce Table 2 about here When analysing drop-out from therapy overtime for both AN spectrum and BN spectrum groups, survival analysis indicated that particularly for the BN group drop-out took place during the first half of therapy sessions (See Figure 1) .
Introduce Figure 1 about here.
Discussion
This study aimed to evaluate the impact of using a new motivation and psycho-educational guided self-help package for patients with eating disorders (MOPED) on subsequent therapy engagement and completion rates. The study compares a group of patients who had received the package with a historical group who had not, matched by diagnosis. Results showed that although engagement rates were high in the non-MOPED group (67.1%) this was enhanced significantly when MOPED was issued at assessment.
The results confirm the first hypothesis showing that a self-help manual written using a motivational enhancement approach does increase significantly the engagement of patients and reduce drop out pre-therapy whilst on the waiting list. The benefit of MOPED on engagement is further supported by the fact that despite the MOPED group having significantly more students included, who have previously been highlighted as more likely to dropout than engage (Mahon, Bradley, Harvey, Winston & Palmer, 2001) , engagement was still increased. The results of this study suggest that using a self-help motivational approach post assessment improves subsequent engagement in therapy. The homework tasks and the advice given to patients to undertake one or two chapters per week, may have been enough to increase engagement with the service.
When investigating whether the MOPED self-help intervention also aided treatment completion rate, the study did not find any significant difference between the experimental group and the control group. This may suggest that motivation to remain in therapy is likely to be more related to the relationship between the therapist and the patient or related to the model of therapy. A short self-help intervention before therapy is unlikely to make a difference and may highlight the importance of continuing to use a motivational enhancement approach throughout therapy to continue to engage patients.
The study also found that interestingly it was in the patients suffering from AN rather than with BN where the main differences were found, showing higher rates of engagement in therapy and better completion rates in the MOPED group than the controls. This could be explained by the differences in the stage of changes between the diagnostic groups as research has indicated that patients with BN tend to be more motivated to recover than patients with AN (Johnson, 1985; Vitousek, Watson & Wilson, 1998) . Differences for completion rates in the AN group could be explained by the type of interventions used in this group such as CBT for anorexia nervosa (Pike et al., 2004) known to have more motivational enhancement elements in it than treatment for bulimia nervosa such as IPT-BNm (Whight, et al.,2012) .
NICE (2004) This study has several limitations. First, the study did not measure levels of motivation in patients previous to the initiation of treatment. Whilst no conclusions can be directly drawn to the participant's changes in motivation levels the behavioural change of actually engaging with services for treatment is of important clinical relevance. Future investigations into MOPED should include a measure of motivation in order to control for this variable between groups. Second, there was no conclusive way of ensuring that all participants who were issued MOPED read it completely although there was evidence from the completed tasks that patients did work through the manual. Finally, with an already relatively high level of engagement in the non-MOPED group more numbers of participants and comparisons are required to allow more robust statistical analysis thus providing with more confidence the effect of MOPED on engagement. This study aimed to pilot the intervention within a clinical setting and as such uses historical data (from before MOPED was developed). A randomised control trial approach would be a methodologically stronger in identifying the real value of this intervention.
Going forward MOPED has been developed for use online (e-MOPED). Online interventions allow for delivery via a form of communication used by the majority of young people (Ritterband et al, 2003) and are often used to reduce healthcare costs and address a lack of provision (Griffiths, Lindenmeyer, Powell, Lowe & Thorogood, 2006) . Future studies would aim to compare engagement in patients using the paper version to those using the online version. Adaptations of MOPED have also been developed for use with students with eating problems (MOPED-student version) and one with athletes in mind. Further adaptations could include a version for carers. The benefits of guided self-help for carers have previously been highlighted (Rhind et al, 2014) . Future research could also involve identifying patients who maybe more likely, based on previous research, to drop out of treatment due to certain personality traits (Jordan et al, 2014) or co-morbidities (Fassino et al, 2009) and assess the benefit MOPED can specifically have on their engagement. Evaluation of MOPED by patents is also a critical ongoing project. Pettersen, Rosenvinge & Wynn (2011) highlighted the perceived benefits to patients of psycho-education prior to treatment. By collecting patient centred feedback on the benefits and drawbacks of MOPED from a wide variety of diagnostic groups it may be possible to produce more tailored versions for diagnostic specific groups. Crucially the impact of MOPED, directly or indirectly, on outcomes post treatment also needs to be investigated further. not otherwise specified -anorexic spectrum, EDNOS-BN = eating disorder not otherwise specified -bulimic spectrum, BED = binge eating disorder, ED= eating disorder, CBT = Cognitive Behavioural Therapy, IPT = Interpersonal Psychotherapy, CBT-AN = Cognitive Behavioural Therapy for anorexia nervosa, PITA = Psychodynamicaly informed psychotherapy for anorexia nervosa. * This includes the initial assessment appointment and follow up assessment appointments prior to therapy. ** significant at p=0.01. 
